ABSTRACT Although rare, vallecular cysts can have catastrophic consequences in an anaesthetised patient if airway management is inappropriate. We report a case of difficult intubation in a 46-year-old man with a vallecular cyst, and detail the methods and strategies for successful endotracheal tube insertion. Following a review of the current literature, we also discuss airway management options in adult patients with vallecular cysts.
INTRODUCTION
Vallecular cysts can cause extreme problems in securing the airway. Although rare, cases of unanticipated difficult intubation from asymptomatic vallecular cysts have been well documented in the literature. (1) (2) (3) (4) Meticulous airway assessment and planning is mandatory in the anaesthetisation of patients with vallecular cysts. We describe a case of difficult intubation in a patient with a vallecular cyst and discuss the airway management options following a review of the current literature.
CASE REPORT
The hospital's ethics committee granted approval for the publication of this case report and waiver of informed consent The patient had first presented to a general practitioner with complaints of a sensation of lumps in both nostrils, with occasional nasal sensitivity and sneezing, over the period of a few months.
A working diagnosis of allergic rhinitis was made then, but the course of nasal steroids prescribed failed to alleviate his symptoms. He was subsequently referred to the otolaryngological outpatient clinic and diagnosed with deviated nasal septum and inferior turbinate hypertrophy. A vallecular cyst measuring 2.5 cm in diameter ( Fig. 1 ) was incidentally found on nasendoscopy. The patient consented to excision biopsy of the vallecular cyst.
Pre-anaesthetic assessment done one week prior to the surgery revealed no symptoms of airway obstruction or respiratory difficulties. Airway assessment indicated a Mallampati score of 4, with normal neck movements and thyromental distance.
The patient's interincisor distance was 5 cm, and a few molar teeth were missing. Physical examination was normal. He was counselled regarding the possibility of a difficult intubation, which could necessitate an awake fibreoptic intubation.
On the day of surgery, the patient was reassessed and particular attention was paid to his airway. His case notes and nasendoscopic images were also reviewed. Based on the assessment and discussion with the otolaryngologist, it was decided that the asleep intubation technique using the Macintosh laryngoscope while maintaining spontaneous respiration would be attempted first. The GlideScope video laryngoscope (Verathon Inc, Bothell, WA, USA) and difficult intubation trolley, which included McCoy blades, were prepared. If this failed, the alternative was to wake the patient and proceed with an awake fibreoptic bronchoscope. A rigid laryngoscopy set was made immediately available in the event of an airway crisis, and the surgeons were in sterile gloves and gown by the time of induction.
Large-bore rigid suction catheters were also made immediately available in case of cyst rupture and bleeding.
The patient was placed in a supine position on a jelly doughnut. Standard monitors were applied and the patient was preoxygenated. Induction of anaesthesia was achieved with Difficult intubation in a patient with vallecular cyst The otolaryngologist found a bilobed vallecular cyst that extended to the epiglottic base and excised it uneventfully.
Dexamethasone 12 mg (Wasserburger Arzneimittelwerk GmbH, Wasserburg, Germany) was given intravenously to limit airway oedema. The patient had an uneventful awake extubation at the end of the operation and was transferred to the high dependency unit with intranasal supplemental oxygen at 2 L/min. Standard monitoring, including pulse oximetry, was applied throughout the period of observation in the high dependency unit. (5, 7, 8) while more recent classification systems have described congenital, retention, inclusion and lymphoepithelial cysts. (7, 9) The most common form of laryngeal cysts is the ductal cyst, which frequently presents at the true vocal fold, followed by the epiglottis and vallecula. (6) Clinically, there is a bimodal distribution in the age of presentation, thus suggesting two forms of vallecular cysts -adult and paediatric. (6, 10) While vallecular cysts in children are rare, there is a higher prevalence in neonates and infants. (5, 11) There are also reports of cysts detected during the antenatal period via sonography and magnetic resonance imaging. (5, 10, 12) Symptoms in children include stridor, chest wall retraction, dyspnoea, abnormal cry, poor feeding, failure to thrive and apnoea. (10) These patients may be asymptomatic at birth, but later develop obstructive symptoms that are occasionally exacerbated by an upper respiratory tract infection. (10) Airway obstruction in neonates and infants poses a particular challenge for the anaesthetist, as children have less physiological reserves and much smaller airways. Moreover, laryngomalacia may add to the patient's symptoms as well as the complexity involved in securing the airway. (13, 14) If a vallecular cyst is detected antenatally, elective delivery should be performed in a tertiary referral centre, where a multidisciplinary team can be present and the requisite equipment are available to secure the airway emergently and remove the cyst. (5, 12, 15) Vallecular cysts in adults are even rarer, with the peak incidence in the fifth decade and occurring more frequently in men. (2, 6, 8, 9) While these patients may present with globus, voice changes, dysphagia, odynophagia, stridor and dyspnoea, the majority are asymptomatic and incidentally diagnosed on routine laryngeal examination. (6, 9) Symptoms may manifest after the vallecular cyst has become infected and an abscess has formed. (3, 4) The incidence of vallecular cysts on laryngoscopy is estimated to be between 1 in 1250 to 1 in 4200. with pedunculated cysts that can result in a 'ball-valve' effect. (2) Surgical management of a symptomatic vallecular cyst is complete removal by marsupialisation, deroofing or excision with CO2 laser or electrocautery. (6, 16) Aspiration of the cyst is likely to result in recurrence and thus not recommended as a definitive treatment. (16) We summarise three recent case reports on vallecular cysts causing difficult intubation to illustrate the possible solutions and pitfalls in airway management in such patients. Kamble et al (2) described a 47-year-old obese female smoker who presented for elective right knee arthroscopy. She had hypertension, The patient was extubated uneventfully.
DISCUS SION
As was the case in Walshe et al's report, (3) we were aware of the potentially difficult airway in our patient and thus employed intubation techniques that maintained spontaneous respiration in order to safely secure the airway. Possible options, whether asleep or awake, include direct laryngoscopy, video laryngoscopy, rigid laryngoscopy (by an otolaryngologist) and flexible scopes. If the cyst obscures the laryngeal view, these approaches may be successful if the cyst can be displaced to one side using either the scope or the tube. (1) (2) (3) The rigid laryngoscope, for example, is longer than the anaesthetic laryngoscope, and is thus able to pass beyond and displace the cyst to visualise the vocal cords. 
